Adults with attention-deficit/hyperactivity disorder (ADHD) are frequently prescribed stimulant medication and eligible for accommodations at work or school that serve as potent incentives to feign ADHD symptoms. The current investigation examined the predictive validity of Minnesota Multiphasic Personality Inventory-2 (MMPI-2) validity scales in detecting and accurately classifying individuals attempting to feign ADHD. An archival ADHD clinical group (n ¼ 34), normal control group (n ¼ 37), and group instructed to feign ADHD symptoms (n ¼ 32) completed the MMPI-2 and ADHD Current and Childhood Symptoms Scales. Behavior rating scales were unable to differentiate the clinical group from the simulated malingering group. Logistic regressions revealed that Infrequency-Psychopathology scale best detected response bias, followed by Infrequency scale, Back-Infrequency scale, Response Bias Scale (RBS), Henry -Heilbronner Index scale (HHI), and Fake Bad Scale (FBS). Results also indicate that recommended cutoffs for HHI, RBS, and FBS display inadequate sensitivity and specificity. Nevertheless, the MMPI-2 offers a number of validity indices that may assist in detecting individuals attempting to feign ADHD.
Introduction
Attention-deficit/hyperactivity disorder (ADHD) is increasingly recognized as a disorder that persists into adulthood. Prevalence data indicate 4.4% of adults meet diagnostic criteria for ADHD (Kessler et al., 2006) , with longitudinal studies estimating that as many as two thirds of individuals diagnosed with ADHD during childhood have symptoms that persist into adulthood (Barkley, Fischer, Smallish, & Fletcher, 2002) . Adults with ADHD often experience academic and vocational difficulties, interpersonal and familial conflicts and stress, substance abuse difficulties, and increased driving risks (Barkley et al., 2002; Braun et al., 2004; Daly, 2006; Davidson, 2008; McGough & Barkley, 2004; Murphy & Barkley, 1996a , 1996b . Resultantly, individuals with ADHD are entitled to specific accommodations and services under federal law (Individuals with Disabilities Education Act, 2004; American with Disabilities Act, 1990) as well as access to prescription stimulant medication. Although these accommodations and interventions may be clinically warranted and result in improved quality of life, they also provide powerful incentives for individuals to feign symptoms (Alfano & Boone, 2007; Harrison, 2006; Sullivan, May, & Galbally, 2007) .
The recognition that ADHD persists into adulthood has coincided with an increase in adults seeking assessments for ADHD (Harrison, Edwards, & Parker, 2007; McGough & Barkley, 2004) . Unfortunately, emerging research indicates that 25% -30% of individuals presenting at university clinics for ADHD evaluations are feigning or exaggerating symptoms, which is not dissimilar to base rates found in the medicolegal evaluation contexts (Mittenberg, Patton, Canyock, & Condit, 2002; Suhr, Hammers, Dobbins-Buckland, Zimak, & Hughes, 2008; Sullivan et al., 2007) . Among the incentives for feigning symptoms, Archives of Clinical Neuropsychology 26 (2011) [165] [166] [167] [168] [169] [170] [171] [172] [173] [174] [175] Scale-third edition [WAIS-III] Working Memory Index, and WAIS-III Vocabulary-Digit Span Scaled Score Difference) of response bias based on group classification (Failed WMT, Failed WMT and diagnosed with ADHD, Failed WMT and diagnosed with other disorder) and determined that the aforementioned embedded indices displayed strong specificity but poor sensitivity. Lastly, Frazier and colleagues (2008) used an analog design (Control, Simulated ADHD, Simulated LD) and found that the Validity Indicator Profile non-verbal total and Victoria SVT hard item scale most effectively differentiated individuals feigning ADHD from control group participants.
The largest body of research examining noncredible performance has been with the Minnesota Multiphasic Personality Inventory (MMPI)/MMPI-2; however, the focus of these studies has typically been the detection of feigned cognitive impairment, chronic pain, or one of several psychopathologies (e.g., post-traumatic stress disorder, depression, schizophrenia; Rogers, Sewell, Martin, & Vitacco, 2003) . Related, the MMPI-2 and other forms of personality testing are frequently employed in clinical assessments for ADHD due to its comorbidity with other psychological disorders (Woods, Lovejoy, & Ball, 2002 ), yet review of extant literature failed to identify any investigations examining the utility of MMPI-2 validity scales in the detection of noncredible responding in ADHD assessment. The purpose of the current investigation was to examine the predictive validity of selected MMPI-2 validity scales in the detection of feigned ADHD symptom report.
Method

Participants
Ninety-six participants were recruited from the undergraduate population at a public university located in the southeastern United States to participate in this institutional review board approved study. Participants were students in psychology classes and were recruited through posted notices in which they earned course credit for their research participation. Individuals (n ¼ 18) reporting a history of ADHD, learning disability, or other diagnosed psychological disorder were excluded prior to data analyses. Individuals (n ¼ 9) responding in an inconsistent or random manner that significantly elevates the inconsistency scales of variable response inconsistency scale (VRIN) and true response inconsistency scale (TRIN) (T . 80) were removed and not included in subsequent analyses. Participants meeting inclusion criteria (n ¼ 69) ranged in age from 18 to 25 years of age, with a mean age of 18.97 (SD ¼ 1.29). There were 48 male (69.6%) and 21 female (30.4%) participants. The sample was approximately 72% Caucasian, 20% African American, 6% Asian/Pacific Islander, and 1% Hispanic.
In addition to the aforementioned participants, confidential chart review in the campus psychological assessment center identified 39 individuals diagnosed with ADHD and administered the MMPI-2 as part of the assessment process. Assessments for ADHD and learning disabilities within this clinic typically include clinical interview of the referred individual and a third-person respondent, typically a parent, who has knowledge of childhood behaviors and usually adult behaviors depending on the level of contact given that the assessed individual is a college student. Measures of intelligence and academic achievement, continuous performance tests, personality questionnaires, and behavior checklists are also included in the assessment process; however, this clinic does not historically utilize free-standing or embedded indices of effort beyond traditional validity scales on administered personality questionnaires. Diagnoses are determined by a faculty-supervised assessment team, noting that it is not uncommon for individuals referred for ADHD to receive alternative diagnoses or additional diagnoses of a specific learning disability or psychiatric disorder. Given that the clinic does not utilize an external criterion of effort, individuals administered the WAIS-III/WAIS-IV and having a Reliable Digit Span (RDS) ,7 (n ¼ 2) were removed prior to analyses, noting that seven subjects were administered the Woodcock-Johnson III tests of cognitive abilities and RDS could not be obtained. No individuals in the archival clinical group had VRIN or TRIN scales that exceeded cutoff (T . 80). Additionally, individuals older than 25 years (n ¼ 3) were removed prior to analyses since they are generally much older than participants recruited from psychology classes. Individuals meeting inclusion criteria (n ¼ 34) ranged in age from 18 to 25 years, with a mean age of 20.29 (SD ¼ 1.87). There were 25 male (73.5%) and 9 female (26.5%) participants. The archival group was approximately 97% Caucasian and 3% African American.
Measures
Minnesota Multiphasic Personality Inventory-2. The MMPI-2 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989 ) is cited as being the most widely used and extensively validated psychological measure in forensic assessment (Staudenmayer & Phillips, 2007) . Although traditional MMPI validity scales, particularly the Infrequency (F) and Back-Infrequency (Fb; Butcher et al., 1989) scales, have been found to be good indices of symptom exaggeration and response bias (Gervais, Ben-Porath, Wygant, & Green, 2007; Larrabee, 2003a) , a number of theoretically and empirically derived MMPI scales have subsequently been developed and may display superior predictive validity in some settings (Larrabee, 2003a) . Specifically, the Fake Bad Scale (FBS; Lees-Haley, English, & Glenn, 1991) , Response Bias Scale (RBS; Gervais et al., 2007) , and Henry -Heilbronner Index (HHI; Henry, Heilbronner, Mittenberg, & Enders, 2006) have been developed for the purpose of detecting feigned cognitive and somatic symptoms and have been validated in samples involved in compensation claims and litigation. Additionally, the Infrequency-Psychopathology (Fp; Arbisi & Ben-Porath, 1995) was developed principally to distinguish between legitimate and feigned psychopathology (Graham, 2000; Rogers et al., 2003) . Operational characteristics were examined using recommended cutoffs for RBS (≥17, Gervais et al., 2007) , HHI (≥8, Henry et al., 2006) , and FBS (≥23, Greiffenstein, Fox, & Lees-Haley, 2007) .
ADHD Current and Childhood Symptoms Scales-Self-Report Forms. The ADHD Current and Childhood Symptoms Scales-Self-Report Forms (Barkley & Murphy, 2006) , are self-report behavior rating scales designed to assess symptoms of ADHD and are based on diagnostic and statistical manual of mental disorders-IV diagnostic criteria. The Current Symptoms Scale contains 18 items related to inattention (nine items) and hyperactivity (nine items), 10 items assessing the degree to which ADHD symptoms are negatively impacting vocational, educational, and interpersonal functioning, and 8 items assessing symptoms of Oppositional Defiant Disorder (ODD). The Current Symptoms Scale requests the individual to make these evaluations based on their functioning over the past 6 months. The Childhood Symptoms Scale utilizes identical ADHD and ODD items but uses different questions to assess the degree to which ADHD symptoms affected academic, extracurricular activities, and interpersonal functioning. Respondents are instructed to respond in a manner that "best describes your behavior when you were a child age 5 -12 years." Additionally, the Childhood Symptoms Scale has 15 items presented in a forced-choice format (yes/no) that assess the presence of specific behaviors commonly associated with ODD and Conduct Disorder. Psychometrically, men have been found to endorse significantly higher scores regarding the severity of hyperactive symptoms (p ¼ .04) on the Current Symptoms Scale, the severity (p , .001) and number (p , .001) of inattentive symptoms on the Childhood Symptoms Scale, and the severity (p , .001) and number (p , .002) of hyperactive symptoms on the Childhood Symptoms Scale. The Childhood Symptoms Scale and Current Symptoms Scales also displayed predictive validity as the endorsement of clinically significant symptoms on either scale displayed small but significant correlations with education (r ¼ 2.17 to 2.24) and socioeconomic status (r ¼ 2.10 to 2.18; Murphy & Barkley, 1996b) . Both measures also have displayed interrater reliability as parent or spouse report of current symptoms, and childhood symptoms were strongly correlated (.75 and.74, respectively) with self-report of symptoms (Murphy & Barkley, 1996a) . For the purpose of the current investigation, analyses examined the number and severity of symptoms reported on the Inattention and Hyperactive-Impulsive subscales.
Reliable Digit Span (WAIS-III, Digit Span subtest). RDS (Greiffenstein, Baker, & Gola, 1994 ) is a well-validated measure of noncredible performance that is "calculated by summing the longest string of digits repeated without error over two trials under both forward and backward conditions" (pp. 219-220). Principally, RDS has been used to detect noncredible performance in feigned traumatic brain injury; however, it has also been used in the context of simulator studies (Heinly, Greve, Bianchini, Love, & Brennan, 2005; Mathias, Greve, Bianchini, Houston, & Crouch, 2002; Strauss et al., 1999 Strauss et al., , 2002 . The RDS has displayed a strong ability to correctly discriminate credible performance using a score of ≤7 to suggest noncredible performance (Heinly et al., 2005) ; however, others have found that a cutoff score of 7 results in inadequate specificity and recommend using a cutoff score of ≤6 (Babikian, Boone, Lu, & Arnold, 2006) . For the purpose of the current study, a criterion of ≤6 was used to minimize the likelihood of making a false-positive classification.
Behavior Assessment System for Children, Second Edition, Self-Report College Form. The Behavior Assessment System for Children, Second Edition, Self-Report College (BASC-2 SRP-COL; Reynolds & Kamphaus, 2004 ) is a 185-item self-report measure designed to assess a range of internalizing and externalizing behaviors. Regarding psychometrics, test-retest reliability was generally good with most scales displaying reliability .0.8 and examination of convergent validity with MMPI-2 clinical scales indicated variable relationship strengths ranging from 0.35 (SRP-COL Somatization -MMPI-2 Hypochondriasis) to 0.81 (SRP-COL Anxiety -MMPI-2 Anxiety content scale; Reynolds & Kamphaus, 2004) . The SRP-COL form also contains three validity indices to assess for a credible pattern of responding. For the purposes of the present study, the SRP-COL was administered prior to experimental manipulation and provided information of underlying psychopathology in the control and ADHD simulation groups.
Procedure
Participants were randomly assigned to the control group or analog malingering group via computerized random number selection. Previously described instruments were administered for the purposes of the current study and were not administered within the context of a more extensive neuropsychological test battery. All participants completed a brief demographic questionnaire and the SRP-COL prior to random group assignment. Following review of instructions indicating group assignment and pertinent information, participants were given a packet containing the MMPI-2 and ADHD measures, which were ordered in a counterbalance format.
Instructions to the randomly assigned participants (control group and noncredible ADHD group). Individuals assigned to the malingering group were provided a unique set of instructions that were adapted from instructions used in previous studies using simulators of ADHD instructed to feign symptoms (T.W.F. Frazier, personal communication, August 7, 2009; Frazier et al., 2008; Quinn, 2003) . These instructions provided a brief vignette relating a scenario in which a friend describes the potential benefits of being diagnosed with ADHD, such as academic accommodations, stimulant medication, and monetary compensation and a list of ADHD symptoms. The participant was instructed to feign the symptoms as convincingly as possible and to attempt to avoid reporting symptoms that are not representative of ADHD. The participant was told that the administrator was not aware of his or her instructions and should not inform the administrator of these instructions. Finally, the participant was told that he or she would have a few minutes to review and think about these instructions before beginning the testing process.
Participants in the control group received instructions describing the testing process and asked them to take a few minutes to review a brief article on psychological assessment (Frazier et al., 2008) . The instructions indicated that the participant would subsequently be administered a number of psychological measures and should put forth their best effort on all measures. The instructions also indicated that participants should respond as accurately as possible. Participants were informed that the examiner was unaware of the instruction they received and should not inform the administrator of these instructions.
Results
Demographic variables were examined for significant between group differences. Analysis of variance (ANOVA) revealed differences in age, F(2,100) ¼ 8.94, p , .001, and ethnicity, F(2,100) ¼ 3.77, p ¼ .026, but not for gender or grade point average. Post hoc analyses further revealed that the ADHD clinical group was significantly older than either the control (p , .001) or malingering (p ¼ .005) groups and a significantly greater proportion of the clinical group was Caucasian (malingering, p ¼ .036; control, p ¼ ns). The control and malingering groups did not differ in age or ethnic distribution. All recruited individuals completed the BASC-2 SRP-COL prior to being assigned to either the malingering or control groups to evaluate for the presence of underlying psychopathology. No scales on the BASC-2 SRP-COL were significantly elevated or approached significance.
ADHD Symptom Endorsement
On the ADHD Current and Childhood Symptoms Scales, ANOVA indicated the presence of significant between group differences for the number, F(2,98) ¼ 34.68, p , .001, and severity, F(2,98) ¼ 36.27, p , .001, of current inattentive symptoms endorsed, as well as for the number, F(2,97) ¼ 41.79, p , .001, and severity, F(2,97) ¼ 37.94, p , .001, of childhood inattentive symptoms. Regarding hyperactive symptoms, significant group differences were observed on number-current, F(2,98) ¼ 25.30, p , .001; childhood, F(2,97) ¼ 22.26, p , .001-and severity-current, F(2,98) ¼ 25.22, p , .001; childhood, F(2, 97) ¼ 23.53, p , .001-of reported symptoms.
Post hoc analyses (Tukey HSD) revealed that the clinical and malingering groups endorsed significantly higher (p , .001) symptom quantity and severity when compared with the control group on all current and childhood inattentive and hyperactive subscales. In contrast, the clinical and malingering groups did not significantly differ on any of ADHD subscales, with only severity of current hyperactive (p ¼ .092) symptoms approaching significance. Please refer to Table 1 discriminated between the control and the clinical groups. Subsequent multinominal logistic regressions of individual MMPI-2 validity scales revealed that only RBS, FBS, and HHI displayed predictive validity between all three groups; however, all of the scales were individually able to discriminate between the malingering and clinical groups (Table 3) .
Following the aforementioned logistic regressions, a series of hierarchical logistic regression examined the incremental validity of Fp in the prediction of malingering after controlling for the variance of other individual validity scales that were able to significantly differentiate between the clinical and the malingering groups. The other scales (i.e., F, RBS, Fb, FBS, and HHI) were individually entered in block 1, and Fp was added in block 2. Subsequently, the order of entry was reversed to examine whether other validity scales displayed incremental validity beyond that accounted for by Fp. It was found that Fp had incremental validity beyond most other significant validity scales (i.e., Fb, FBS, RBS, HHI), excluding F (Table 4 ). In contrast, none of the other validity scales displayed incremental validity after controlling for Fp in block 1. Given that RBS was the fourth best validity scale at differentiating the malingering group, analyses of its incremental validity were not warranted.
Additional hierarchical logistic regressions were performed to determine whether RBS, HHI, or Fb displayed incremental validity in discriminating between the control and the clinical groups. It was found that HHI and Fb displayed incremental validity over RBS and each other, respectively, whereas RBS only displayed incremental validity over Fb (Table 5) . Group Classification (Sensitivity, Specificity, Positive Predictive Power, and Negative Predictive Power)
Specificity, sensitivity, positive predictive power (PPP), and negative predictive power (NPP) were determined for HHI and Fp, as well as RBS and FBS. Specificity refers to the percentage of true negatives (e.g., ADHD clinical group, control group) that are correctly identified. Sensitivity refers to the percentage of true positives (e.g., ADHD simulator group) correctly identified. PPP describes the proportion of true positives out of all participants identified as feigning ADHD as determined by the various MMPI-2 validity indices. NPP describes the proportion of true negatives out of all participants identified as credibly responding to the MMPI as determined by the MMPI-2 validity indices (Gervais et al., 2007; Quinn, 2003) .
It was found that Fp displayed the best balance of specificity (0.94) and sensitivity (0.59) at the raw score cutoff of 5. At this cutoff, Fp had PPP of 0.83 and NPP of 0.84. In contrast, HHI displayed inadequate specificity (0.83) but adequate sensitivity (0.53) at the recommended cutoff of 8. PPP and NPP for HHI ≥ 8 was 0.59 and 0.79, respectively. Moving to a more conservative cutoff of ≥9 increased specificity to a more acceptable level (0.89) while maintaining modest sensitivity (0.47). Review of group means indicates that the malingering group's mean HHI score exceeded the recommended cutoff (M ¼ 8.41, SD ¼ 3.16); however, it is also noted that 17% (n ¼ 12) of the clinical/control combined group also had an HHI raw score above the recommended cutoff.
Investigation of recommended cutoff scores for FBS and RBS indicated that these measures are relatively insensitive to identifying individuals feigning ADHD. Regarding classification accuracy for RBS, no individuals in either the control or the clinical groups endorsed enough items to exceed the recommended cutoff. Further, only 13% (n ¼ 4) of individuals in the malingering group endorsed a clinically significant number of items. As such, the observed specificity of 1.00 and sensitivity of 0.13 is not particularly meaningful. Exploration of alternative cutoffs indicated that the cutoff for RBS would have to be lowered to 11 (sensitivity ¼ 0.47, specificity ¼ 0.87) or 12 (sensitivity ¼ 0.44, specificity ¼ 0.92) to obtain adequate operational characteristics; however, this seem impractical given that the recommended cutoff has performed well in other evaluation contexts (e.g., civil and criminal litigation). A similar effect was found with FBS as only 2 of 71 participants in the clinical and control groups and 5 of 32 individuals in the malingering group exceeded the recommended cutoff of 23 (Greiffenstein et al., 2007) . As such, FBS displayed excellent specificity (0.97) but poor sensitivity (0.16) at the recommended cutoff. Exploration of alternative cutoffs found that a cutoff score of 19 improved sensitivity to 0.38 while maintaining strong specificity (0.90). Operational characteristics for above scales are shown in Table 6 .
Discussion
Diagnosis of ADHD is most frequently made through the use of clinical interview and behavioral rating scales. The present study, as well as several past studies (Jachimowicz & Geiselman, 2004; Quinn, 2003; Suhr et al., 2008) , reveals that behavior rating scales are easily feigned in a manner consistent with a clinical group of adults with ADHD. Consistent with expectations, the response pattern of individuals attempting to feign ADHD symptoms resulted in elevations on all subscales of the ADHD Current and Childhood Symptoms Scales that were essentially indistinguishable from the ADHD clinical group. Similar to most other ADHD behavior rating scales, this measure does not have validity indices and those with such indices are principally focused on identifying inconsistent responding rather than detection of symptom feigning or exaggeration. Although instructions given to the malingering group outlined ADHD symptoms and motivations to malinger, this information was not unlike what is readily available on the internet. Further, it is reasonable to speculate that the attention that ADHD receives in the media, as well as through observation of coworkers and fellow students receiving accommodations, encourages individuals to think about ADHD and whether they have similar symptoms. Herein lays a significant challenge to clinicians as everyone has moments of inattention, distractibility, and excitability, and it should be assumed that even the most well-intentioned adults seeking an assessment for ADHD have done some level of "research" into their perceived problems. Prior research has also made clear that there is a subset of individuals who pursue diagnoses and accompanying accommodations under false pretenses, and these data suggest that a modest level of knowledge may facilitate the ease with which people can complete a symptom checklist and feign ADHD. Current findings indicate that the previous standard of diagnosing ADHD based exclusively on the use of clinical interview and behavioral rating scales is insufficient and inclusion of SVT measures should be considered in the assessment of adult ADHD.
The MMPI-2 was examined as a viable addition to the standard ADHD assessment battery given its validated utility in detecting response bias and ease of administration. The current findings firmly support its application in adult ADHD assessment given the number of validity scales (i.e., Fp, FBS, RBS, HHI, F, Fb) that were able to differentiate between the clinical and the malingering groups. These scales were originally developed to assess atypical or infrequent responding in psychiatric samples (i.e., F, Fb, Fp) and in those with somatic and cognitive complaints (i.e., FBS, RBS, HHI); however, present findings also suggest that these scales effectively differentiate between ADHD clinical and malingering samples. Given that Fp and F most effectively differentiated between the malingering and the clinical groups, followed relatively closely by RBS and Fb, it suggests that individuals feigning ADHD symptoms will more closely resemble those feigning or exaggerating psychiatric symptoms when compared those feigning cognitive or somatic complaints. Nevertheless, the malingering group also endorsed items consistent with the feigning of cognitive and somatic complaints suggesting that there is heterogeneity in the strategies employed for feigning symptoms. Alternatively, individuals feigning symptoms may also endorse a more diverse set of atypical items resulting in the varied types of validity scales that are elevated. Regardless, the number and variety of validity scales displaying significant elevation in the malingering group suggests that the MMPI-2 is sensitive to detecting a number of different strategies or forms of response bias.
Although the above findings suggest that inclusion of the MMPI-2 in adult ADHD assessment has merit, not all findings were consistent with expectations. Exploration of recommended and alternative cutoff scores of validity scales found that Fp (≥5) and HHI (≥9) displayed good specificity and adequate sensitivity at a reasonable cutoff score (Fp ≥ 5); however, other scales (i.e., RBS and FBS) expected to display a strong predictive validity displayed inadequate sensitivity and specificity at recommended cutoffs, and there was little reason to recommend alternative cutoff scores given how drastically cutoffs would have to be lowered to improve operational characteristics. Potential explanation for the lack of elevation on the RBS and FBS is that these scales were developed principally to assess exaggerated somatic and cognitive complaints and individuals reviewing ADHD simulation instructions, which included description of symptoms, more readily perceived maladaptive externalizing behaviors, such as hyperactivity and disorganization, as being more representative of ADHD than cognitive or somatic complaints. In retrospect, this is not particularly surprising and the significance of Fp and F makes sense given that they were developed to assess invalid reporting of psychopathology. With regard to the HHI, its efficacy in detecting response bias is potentially attributable to capturing aspects of both cognitive and somatic complaints whereas RBS and FBS may capture more unidimensional aspects of feigned cognitive and somatic symptoms, respectively.
Although the present study represents a significant extension in the SVT literature regarding detection of feigned ADHD, the findings are tempered by a number of limitations. Similar to other analog studies, it is difficult to gage how invested those in the malingering group were in convincingly feigning ADHD. Individuals had incentive to participate in the study but there was no incentive to respond in a particularly convincing manner. Related, measures administered to the control and simulation groups were not part of a comprehensive neuropsychological assessment; thus, participants feigning ADHD directed their biased responding on a narrow set of measures. This potentially limits the generalizability of findings as response patterns may change if one was attempting to feign symptoms consistently across an extensive battery, as would be utilized in a standard clinical evaluation. This study would also have benefited from inclusion of a true malingering group who presented at the campus assessment clinic requesting an ADHD evaluation but failed SVTs besides the MMPI-2. A related limitation is that the archival clinical ADHD group were not administered SVTs, and though several individuals were removed due to low RDS scores, it is possible that a number of individuals with ADHD diagnoses were feigning the disorder. Future studies examining the utility of the MMPI-2 in detecting feigned ADHD would benefit from including one or more free-standing or embedded SVTs to ensure diagnostic accuracy and offer convergent validity to the current findings. The strategy also would be consistent with the recommendations of Larrabee (2003b) and Victor, Boone, Serpa, Buehler, and Ziegler (2009) that determination of invalid or noncredible responding is best determined by failure on two or more indices of effort or response bias. Last, current results represent response patterns and strategies of college students thereby limiting generalizability of findings. As such, replication of findings in other samples, such as adults requesting accommodations from employers for ADHD, would be beneficial.
The use of symptom validity testing is now recognized as an essential part of any neuropsychological assessment given the high base rates of malingering and atypical responding. Although litigating individuals claiming mild traumatic brain injury have received the most research attention, it is essential for the clinical and research community to recognize that other disorders and diagnoses present powerful incentives for symptom fabrication and exaggeration. The MMPI-2 is frequently employed in ADHD assessment given the frequency of comorbidity with other disorders. The present study supports broadening its application as it contains multiple indices of atypical responding that are sensitive to elevation in individuals feigning related symptoms.
